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Abstract
Background: Job satisfaction in palliative care proffesionals seems to be one of the most important factor 
for effectiveness and quality of care. The aim of this study was to evaluate job satisfaction in our team. 
Material and methods: The anonymous questionnaire designed specifically for the study was divided 
into six domains: evaluation of self-abilities, evaluation of job responsibility, relationships within the team, 
relationships with patients and their families, work organisation and social conditions and general work 
evaluation. All variables have been standardized to a range of 0 to 100 points. 
Results: Mean level of job satisfaction was evaluated as good. Mean results in all six domains were above 
50 points. Highest level of satisfaction (above 75 points) was shown in the domain regarding relationship 
with patients and their families. Lowest level of satisfaction was shown in domains showing relationship 
within the team and general work evaluation. 
Conclusion: Highest job satisfaction could contribute to improve the quality of home palliative care
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Introduction
Since the first children’s hospice in Poland — War-
saw Hospice for Children — was founded in 1994, 
home palliative care for children has been forcefully 
developed in our country [1–3]. Poland have a pro-
fessional paediatric hospice home care programme 
[4, 5]; at 2008 thirteen children’s hospices provided 
home care in Poland, and Home Hospice for Children 
of Lodz Region is one of the youngest children’s hos-
pice [6]. Home Hospice for Children of Lodz Region 
was founded by Gajusz Foundation at the end of 2004 
and now takes care of 25–30 children monthly. Home 
care is provided by a multidisciplinary team consisted 
of six paediatricians (two doctors working full-time 
in the hospice), five nurses (all working full-time in 
the hospice), two social workers, physiotherapist 
and psychologist. Hospice cooperates with Catholic 
chaplain, consultants: neurologist, laryngologist, an-
aesthesiologist, surgeon and group of 40 volunteers. 
Few years of hospice activity allows to evaluate the 
quality of care by parents and health professionals and 
this study is the part of that complex evaluation. Job 
satisfaction among health professionals in palliative 
care seems to be one of the most important factor 
for effectiveness and quality of care [7–9]. The aim of 
this study was to evaluate job satisfaction in our team. 
Material and methods
It was a questionnaire study directed to all 
15 members of Home Hospice for Children of Lodz 
Region team. Job satisfaction was assessed using an 
anonymous questionnaire designed specifically for 
the study. The questionnaire consisted of 40 ques-
tions which were divided into six domains: evaluation 
of self-abilities (six questions), evaluation of job re-
sponsibility (five questions), relationships within the 
team (five questions), relationships with patients and 
their families (six questions), work organisation and 
social conditions (twelve questions) and general work 
evaluation (seven questions).
To make the scoring of domains with diffe-
rent numbers of items and/or answering catego-
ries comparable, all variables have been standard-
ized to a range of 0 to 100 points, according to 
formula [10]:  
where:
TR — transformated result;
RR — raw result;
Min — minimal result possible to achieve in the scale;
Max — maximal result possible to achieve in the scale.
In the 100 points scale 0 represented the worst 
possible level of job satisfaction, 100 represented the 
best possible, ranges from 0 to 25 points were classi-
fied as poor and ranges from 26 to 50 points as weak 
level; results between 51 and 75 points were de-
scribed as good, and above 75 points as a very good. 
This study was approved by the Medical Eth-
ics Committee of the Medical University of Lodz 
(RNN/419/06/KB) 
Statistical analysis
All descriptive analyses were performed using 
STATISTICA for Windows release 6.0 software. Data 
was presented as with mean with 95% confidence 
interval. To determined deference between para-
meters Student’s t-test were used. P-values < 0.05 
were considered to be significant.
Results
Twelve of 15 team members responded to the 
questionnaire. Mean level of general job satisfac-
tion (all questions) was evaluated as good. Mean 
results in all six domains were above 50 points. 
However evaluation of self-abilities revealed did 
not reach statistical significance. Highest level of 
satisfaction was shown in relationship with pa-
tients and their families domain, and in that domain 
results were classificated as significantly above 75 
points. Lowest level of satisfaction was shown in 
relationship within the team and general work 
evaluation domains. All results are given in Figure 1. 
The best and worst evaluated items in each domain 
are shown in Table 1.
Discussion
Palliative care has been defined as the active ho-
listic care of patients whose disease is not responsive 
to curative treatment and their families [11, 12]. In 
ideal palliative care model the needs of patients and 
their families and also needs of all people involved 
in care should been taken into consideration, and 
considering a wide range of needs supports improve-
ment of  palliative care quality [13–16]. Job satisfac-
tion among health professionals in palliative care 
seems to be one of the most important factors for 
effectiveness and quality of care [13–17]. Although 
job satisfaction has been examined among health 
professionals taking palliative care of adults, there 
are only casual reports about that issue in pediatric 
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palliative care field [17–23]. Even though in Poland 
we recently observed the development of home pal-
liative care for children there exist no report about 
that issue from our country.
The results of this study showed that general job 
satisfaction was good and our finding is consistent 
with that of the other authors. Additionally team 
members identified high quality of care as the most 
important source of general job satisfaction. Multiple 
studies have shown that palliative care health profes-
sionals have significantly higher level of job satisfac-
tion compared with health professionals working in 
Figure 1. Levels of job satisfaction. Data are presented with mean with 95% confidence interval. *significantly 
above 50 points scale; **significantly above 75 points scale; A — self-abilities domain; B — job responsibility 
domain; C — relationship within the team domain; D — relationship with patients and their families domain; 
E — work organisation domain; F — general work evaluation domain; G — general job satisfaction (all questions)
Table 1. The best and worst evaluated items in each domain
Domain The best evaluation The worst evaluation
Item Points (mean) Item Points (mean)
Self-abilities Vocational preparation 75 Psychological preparation 50
Job responsibility Division of tasks 83 Participation In decision making 
process
60
Relationships within 
the team
Relationships within health 
professionals
78 Information flow between 
hospice team and management 
team
54
Relationships with 
patients and their 
families
Influence of  conflict 
with patients family on 
relationships within the team
81 Influence of  conflict with 
patient’ family on quality 
of work
52
Work organisation Possibility of qualifications’ 
improvement
81 Length of visits 33
General work 
evaluation
Quality of hospice care 85 Work burden 33
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other specialities [17, 23–25]. In this study relation-
ships with patients and their families were identified 
as the most important source of staff satisfaction. 
Level of satisfaction in this domain was the high-
est and as only one was classificated as very good. 
Relationships and communication between health 
professionals and patients and their families are the 
central aspects of palliative care and a measurement 
of communication skills is an integral part of complex 
evaluation of palliative care quality [26–28]. Our 
finding shown that relationships and communica-
tion between patients and team members are main 
source of job satisfaction, but that issue could be 
a major source of both stress and satisfaction among 
health professionals and also among patients. Rami-
rez et al. described personal relationships of clinical 
nurse specialists in palliative care with patients and 
their relatives and simultaneously showed a closed 
relationship with patient as the major source of job 
stress in the cases of death and dying [17]. Also 
patients death is reported as a more stressful when 
the patient is young. Poor relationships and con-
flicts with the child’s family were identified as most 
important factors hindering care. These results are 
consistent with that of Barnes and Woolley et al. who 
identified poor relationships with the child’s family 
as most important causes of staff stress and dissatis-
faction in the children’s hospice [18, 19]. Simultane-
ously in respondents opinion poor relationships and 
conflicts with the child’s family have no influence on 
relationships within the hospice team. Our observa-
tions can be partially explained by high professional 
qualifications of all team members and our own 
recruitment procedures. Candidates for the work 
in our hospice must have appropriate education, 
provide character references from the previous em-
ployer and they have to spend one-month proba-
tionary period in our Hospice. If our future health 
professionals achieve positive opinion they must 
undergo professional one-month training course 
before employment in our hospice. Additionally we 
can speculate that the period of two-three years of 
working is too short for job dissatisfaction caused 
by stress or burnout syndrome, but from the other 
side we try to prevent it through an early recogni-
tion of job stress and the developing of strategies of 
self-control. In the presented study lowest level of 
satisfaction was shown in relationship within the 
team and those results are consistent with that of 
other authors, including studies conducted among 
health professionals in children’s hospices [17–22]. 
Relationships within hospice staff were the best 
evaluated item in relationship within the team do-
main and communications skills between staff and 
management team were the worst evaluated item. 
Those findings could be the result of lack of under-
standing of roles or poorly defined roles within the 
team and showed the need of systematical appro-
priate training and education. The improvement of 
interprofessional communication requires a careful 
analysis of the interactions among hospice team 
members and identification of possible barriers to 
information flow. Gaps in the information flow can 
potentially lead to a lack of coordination for the 
scheduled services, as members may have differ-
ent levels of access to information sources or may 
not all be present during the decision making pro-
cess [29, 30]. Based on the deficiencies identified in 
this study, we decided to implement in our hospice 
Quality Management System consistent with ISO 
9002:2000 standards. ISO standards helped us to 
improve information flow and to define roles within 
the team.  In our study work organisation and so-
cial conditions were generally evaluated as good, 
hospice staff valued the possibility of qualifications’ 
improvement, but it allows us to identify areas and 
factors which should be improved in the future such 
as duration of a visit at patient’s home, number of 
ambulance cars, poor collaboration with general 
practitioners, need for another work room in the hos-
pice office. Level of satisfaction in self-abilities and 
job responsibility domains were evaluated as good, 
but health professionals emphasized the need of 
continual improvement of qualifications. Team mem-
bers identified vocational preparation and division 
of tasks as the best items among those domains. 
Those results have confirmed effectiveness of our 
recruitment procedures and pressure on permanent 
education. Psychological preparation was the worst 
evaluated item in self-abilities domain. Our observa-
tions could be partially explained by palliative care 
education deficiency. Over the past two decades, 
most medical schools in Poland have incorporated 
palliative and end-of life programs into their medi-
cal curricula. Despite much strength in the medical 
education system, palliative care education especially 
in psychological issues remains deficient. In Poland 
medical curricula include only palliative care of 
adults and omit the whole subject of pediatric pallia-
tive care. Previous studies have showed that Palliative 
Medicine is well area to provide teaching about other 
areas of medical practice to students such as: the 
patient–doctor relationship, and caring and empa-
thy [31, 32]. That teaching corresponds with a new 
perspective in medicine which emphasis quality of 
life and changes a way the patients are treated. 
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The emphasis on the human aspect of the treat-
ment process changed the biomedical determina-
tion to save life (which sometimes proved harmful 
to a dying person) into a meeting with a patient 
as an individual; valuing their value system, emo-
tions and experience. Working with dying children 
can be particularly stressful for doctors; evoking 
their sense of helplessness and disturbing their 
rational perception of reality. That shift in thinking 
provided doctors with new challenges. Instead of the 
traditional, paternalistic attitude which emphasised 
only the somatic symptoms the doctors are expected 
to build a relationship with their patients. Passing 
on difficult information, palliative care, assisting 
dying patients and their families is very difficult 
and requires appropriate training both medical and 
psychological.  
The conclusions of current research and observa-
tion underline the importance of preparation of the 
medical staff for looking after a dying patient and 
their family. On one hand such a preparation would 
minimise the risk of re-traumatising the patient and 
their family. On the other hand it decreases the risk of 
emotional overloading among doctors, their tenden-
cy to keep emotional distance which disturbs their 
perception of the situation and the risk of a burnout 
among the medical Staff [33].
An important limitation of our study is the small 
number of participants, which not allow to inves-
tigate the relationships between job satisfaction 
items and socio demographic characteristic of re-
spondents such as sex, age or period of service. From 
the other point of view almost all members of our 
team returned the questionnaire, and that is why 
results are very important and significant for our 
institution. Moreover our results are the part of 
a complex study designed to assess the quality of 
home palliative care for children provided by our 
Hospice in Lodz area. 
Conclusions
Results of this study helped us to take appropriate 
actions for increasing job satisfaction level among 
our professional team. Highest job satisfaction could 
contribute to improve the quality of home palliative 
care for children in our region.
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